to water. 5 Furthermore, the Malagasy healthcareseeking behaviour differs from that of other African populations. The absence of a functioning health care insurance system coupled with low availability of medical personnel and curative medicines at healthcare posts result in nationwide underuse of health care. 6 Severely sick people often remain at home and succumb to disease because families can not afford transportation and healthcare costs.
Introduction of typhoid conju gate vaccine will greatly benefit the Malagasy population. National im munisation circumvents the WASH and healthcare system shortfalls and will pro tect the population from an often deadly disease. We surmise that the aforementioned incidences are only a small indication of a larger issue and that the burden in more remote settings is considerably higher. We applaud WHO and Gavi, The Vaccine Alliance, for including typhoid conjugate vaccine in the portfolio of subsidised vaccines and hope for a close collaboration between the Malagasy authorities and Gavi, The Vaccine Alliance, that will ensure a swift introduction of typhoid conjugate vaccine into the routine program. This important measure will protect thousands of Malagasy children who have inadequate access to appropriate health care and water.
TSAP and SETA programmes are funded through the Bill & Melinda Gates Foundation (OPPGH5231, OPP1127988); the Febrile Illnesses Surveillance in Africa programme was funded through the Else KrönerFreseniusStiftung (2013_HA263). We declare no competing interests. 
The proposed health bill in South Africa
I read with interest the World Report by Andrew Green (July 7, p 18) 1 about the proposed health bill in South Africa. Green avoids discussion of some important factors. For ex ample, South Africa already has a comprehensive public health system. This system delivers all kinds of treatment based on that deemed necessary by the doctor, rather than working off a tightly prescribed list. Those people who are least able to pay for their treatment get it for free, the wealthy people pay as much as they would in the private sector, and a sliding scale operates for those who are in between. 2 Green is correct in his assertions that the South African healthcare system operates under increasingly tighter budgetary constraints and is largely dysfunctional. However, as Anthea Jeffery states in the World Report, 1 the problems lie elsewhere-in corruption, inefficiency, and a shortage of skills. The situation is not helped by the government's decision to close the worldclass nursing colleges that South Africa had before 1994 or when it makes it hugely difficult for foreign health professionals to enter the system. Foreign health professionals must obtain a licence to operate in South Africa, a process that has taken up to 6 years in the past. 3 These are difficult things to report in a journal, but I feel the truth should not be obscured. If the current public health model were retained, properly financed and managed, and adequate staff employed, there could be a huge improvement in the outcomes delivered for patients. The reality is that under the Zuma Government, many of the capabilities for improvement were lost and the government's collective attention became focused on selfenrichment. The South African public healthcare system is in great need of reform. The proposed healthcare bill is not the answer. Instead, the government should focus on eradicating corruption and urgently addressing the skills shortage. 
Department of Error

